was normal. In the right iliac fossa was a mass large enough to produce an obvious bulging of the abdominal wall; it was firm, fixed, lobulated, and devoid of tenderness. There was neither hyperaesthesia nor rigidity, and the respiratory movements were good. Nothing was felt.per rectum; no other lumps in the abdomen, and hepatic dullness was normal. Patient's tongue was foul, and he showed a leucocytosis of 12,000. Under spinal analgesia the abdomen was opened, and the mass was found to involve the organs above mentioned: no glands were felt in the mesentery or portal fissure; the whole mass was therefore resected with the corresponding iliac fascia and mesentery, and a lateral anastomosis performed. Owing to the threatening condition of the patient, this was rapidly accomplished by means of a Murphy's button. Patient recovered well, but up to date he has not passed the button, which has remained for over four years in the blind end of the ascending colon without causing patient the least inconvenience. For this reason he refuses to have it removed.
Pathological Report (Pathological Laboratory, London School of Clinical Medicine).-" Microscopically the mass is a myxo-sarcoma apparently arising in the cecum at or about the base of the appendix. There is much inflammatory infiltration about the latter, which is, however, irrespective of the tumour." Gastro-enterostomy for Hmatemesis followed by Ileus and Fmcal Vomiting; Cacostomy; subsequent Ventral Hernia; cure by Implantation of 6-in. Filigree.
PATIENT is a man, aged 44. In 1909 he suffered from gastric ulcer and was admitted to the Seamen's Hospital with severe haematemesis for which gastro-enterostomy was performed. The haemorrhage ceased, but forty-eight hours later vomiting, becoming rapidly faecal, set in. The abdomen was re-opened and nothing was found except a general condition of paralytic ileus. The cocum was therefore opened and the ileum intubated. The vomiting ceased and the patient made a good recovery. Later the ccum was replaced, but a ventral hernia soon developed at this point, and four months later a 6-in. filigree was implanted under spinal analgesia. Patient has never had the least discomfort from his gastro-enterostomy, his cecostomy, or his implantation.
DISCUSSION.
Mr. LAWRIE H. McGAVIN added that in the first case the mass was so adherent that the pelvic fascia had to be stripped from the muscle. In doing this the cmcum was opened and a frecal infection of the wound occurred. The resulting fistula, however, ultimately closed and the patient made a good recovery.
In the next case the whole condition was produced not by chronic appendicitis but by the fact that she had had an ,enterectomy done at another hospital for strangulation of a femoral hernia, and there was marked stenosis of the ileum at the site of the end-to-end anastomosis, involving the abdominal wall in an abscess; the appendix, caecum, and part of the ileum were buried in a huge plastic mass. In the third case, he was not satisfied that it was due to sarcoma, in spite of the fact that the pathological report was positive on the point. The fact that the man had been well for four years aroused a doubt as to whether it could have been malignant. He had brought the section for examination. Preferring direct suture, this was, with one exception, the only case in which he had used a Murphy button. The patient was quite comfortable, and the button, which was lying in the blind end of the ascending colon, had not even turned over, as shown by occasional X-ray photographs. In the fourth case there was what he considered to be true faecal vomitingthat is to say, solid particles from the large intestine were brought up. This was the only case of true faecal vomiting which he had seen get well after secondary laparotomy. The patient had had altogether four operations, and had come through them extremely well. The last case and the second one were examples of filigree implantations.
Dr. F. PARKES WEBER said that the vomiting of lumps of solid faeces in
Mr. McGavin's last-mentioned case (the man, aged 44) was a very interesting point. It had been supposed that vomiting of solid faeces (actual seybala), apart from cases of gastro-colic fistula, occurred practically only in certain cases of functional nervous disease.'
Dr. WILLIAM EWART asked if, in the patient who vomited solid faeces, there was any obstructive condition at the level of the ileocaecal junction, where the faces ought to have been fluid. Normally there were no solid fteces until that valve had been passed. Possibly in this instance an obstruction might have influenced a solidification of the fieces at a higher level than normal.
Mr. McGAvIN replied that the patient was a virile type of man, and not one likely to be neurotic; yet there was no question that he brought up feeces in his vomit. The case was the first he had had of ileus following a simple gastro-enterostomy; he was certain it was an ileus, and not obstruction. He I See F. P. Weber, "Fsecal Vomiting in Functional Nervous Disease," Brain, 1904, xxvii, p. 170 ; also, "Two Strange Cases of Functional Disorder," International Clinics, Philad., 22nd Ser., 1912, i, pp. 125-38. examined the small intestine from end to end, and there was nothing to suggest obstruction; therefore, he opened the caecum and passed his finger into the ileum, and intubated it. Four hours after a subcutaneous injection of eserine salicylate the patient passed an enormous quantity of flatus and freces, and the condition cleared up.
Celluloid Splints in the Treatment of Acute Poliomyelitis, illustrated by Two Cases.
By F. E. BATTEN, M.D.
THE importance of the use of splints in the treatment of the early stages of acute poliomyelitis in order to prevent deformity and hasten recovery is fully recognized, the paralysed muscles being placed in a position of relaxation. It is difficult to obtain one splint suitable for all purposes. It is imnportant to have a splint which is comfortable for the child, out of which it cannot wriggle, which is easily removed, which keeps the leg in a good position, and which can be worn day and night, whether the child is up or in bed. The celluloid splint answers all these requirements, and is especially suitable for this purpose-it is easily made, it is extremely light, it fis the leg accurately, and it can be applied within the first few weeks of the onset of the disease, and is not expensive. It can be worn not only during the earlier but also during the later stages of the disease.
There are three processes involved in making these splints: (1) the taking of the cast of the patient's limb, (2) the making of the positive from the cast, and (3) the moulding of the splint on to the positive. It is the first, the taking of the cast of the leg, which is most important, for it is essential to keep the limb in a good position whilst the cast is being made.
These splints were first made by Calot, of Berck-sur-Mer, and introduced into this country by Gauvain, who has used them extensively in the treatment of tuberculous disease of bones and joints.
